Introduction
Clinical education is considered a central part of the training of all physiotherapists (Crosbie et al 2002) . Informal discussion with physiotherapists around Australia indicate that, at the level of interaction between the student and supervising physiotherapist, there are two basic models of delivering clinical education. Different models are used both within and between states. The first model is where a physiotherapist or physiotherapists act as a designated clinical educator (DCE) during the clinical placements of students. The DCE may or may not receive additional remuneration or recognition for this role, may be employed by a health unit or university, and will have a considerably reduced patient load to enable them to specifically focus on educating students. The second model involves a number of physiotherapy staff within the health unit sharing responsibility for the clinical supervision of undergraduate students. The supervising clinicians maintain a full or nearfull clinical caseload, and the students treat some or all of these patients. Thus the supervisors divide their time between supervising students, treating patients, and overseeing their caseloads. This will be referred to as the shared responsibility (SR) model of clinical education.
When reviewing the literature concerning the clinical education of physiotherapy students a number of studies, recently reviewed by Baldry Currens (2003) , were identified that evaluated the SR model. No studies were found that compared the effectiveness of the DCE model to the SR model of clinical education. Given the increasing demands being placed on health units and universities, with academic and clinical staff expected to deliver more services with limited resources, it is important to identify the most effective and efficient model of clinical education for undergraduate physiotherapy students. A qualitative survey seeking opinions regarding the two main models of clinical education currently used in Australia was seen as a first step that may help managers in health units and universities make decisions regarding the different models of clinical education for physiotherapy students.
Thus, the aim of this study was to gather opinions regarding the perceived advantages and disadvantages of the two main models of clinical education currently used in Australia.
Method
Development of the questionnaire A questionnaire was designed specifically for this study. A draft questionnaire was developed based on key themes and issues identified in previous research or deemed relevant by informal discussions with local, interstate and overseas colleagues. The questionnaire went through several revisions before being tested on a pilot sample of five physiotherapists from academic and clinical backgrounds for its clarity, ease of completion, and content. Based on their feedback, further refinements were made to the content and wording of questions. This process resulted in the final version.
The questionnaire contained four basic sections: general background information, previous involvement in clinical education, current involvement in clinical education, and opinions regarding the models of clinical education. The first three sections sought information using broad categorical responses. The fourth section asked respondents to give their opinions regarding the perceived advantages and disadvantages of the DCE and SR models of clinical education. Opinions were assessed by respondents indicating their level of agreement or disagreement with a series of statements, using a 10 cm visual analogue scale (VAS). These statements were deliberately worded to favour either the DCE or SR model to allow greater contrast between the two models. Care was taken to ensure that both models had a similar number of positive and negative statements. For every VAS, 0 indicated 'strongly disagree' and 10 indicated 'strongly agree'. An additional question asked respondents to indicate which model of clinical education they believed was superior overall and, finally, respondents were invited to make any other comments regarding clinical education.
The questionnaire referred to the different types of involvement that staff may have in clinical education. Definitions were included in the questionnaire as follows: 'By direct involvement we mean that part or all of the staff member's job involves "hands on" teaching and/or assessment of physiotherapy students during their clinical placements for at least some of the year. By indirect involvement we mean interaction in the clinical education of physiotherapy students by virtue of an administrative role (i.e., do not have any direct personal involvement in clinical education but may co-ordinate clinical placements or liaise with the health unit staff who have direct involvement with the clinical education of physiotherapy students).' The terms DCE and SR model were used in the questionnaire to describe the models of clinical education and defined in a similar manner to that given in the Introduction.
Subjects
To identify Australian health units where significant numbers of undergraduate physiotherapy students receive clinical education, emails were sent to the nine Australian universities that provided undergraduate physiotherapy courses in early 2003 (two universities have since commenced physiotherapy courses). The emails requested the addresses of all health units where undergraduate physiotherapy students undertake clinical placements. Six universities provided the information requested. Of the three universities that did not provide the information requested, one had only recently commenced its undergraduate course; clinical placements had not yet commenced and therefore the information could not be provided. Another university was unwilling to identify the health units involved, citing concerns with confidentiality. The third university, despite repeated contact, did not respond. To ensure that all major health units involved in clinical education around Australia were identified, the addresses of all Australian Level III university teaching hospitals were also obtained (RACP 2003) . In total, 76 health units were identified using these methods. Ten questionnaires were mailed to the director of physiotherapy of each health unit with an accompanying letter asking the director to distribute the questionnaire to all physiotherapists who were involved directly or indirectly in the clinical education of undergraduate physiotherapy students. The letter noted that additional questionnaires could be sent if required -only one health unit requested an additional seven questionnaires.
Reminder letters were sent to departmental directors, asking them to encourage staff to complete and return the questionnaires. Each questionnaire had a covering letter that acted as an information sheet. Informed consent was implied by completion and return of the questionnaire. A reply paid envelope was attached to each questionnaire to facilitate return. All questionnaires were anonymous and no identifying personal information was sought. Respondents were withdrawn from the study if their answers indicated that they had not had any previous or current experience in clinical education. Approval from the Royal Adelaide Hospital Research Ethics Committee was obtained.
To determine an approximate response rate, the director of physiotherapy at each health unit was telephoned retrospectively and asked how many questionnaires were distributed and/or how many staff were involved in clinical education. This revealed that 463 questionnaires should have been distributed Australia-wide.
Analysis Descriptive analyses were performed. Responses to the questions where respondents were asked to give any other comments regarding clinical education were reviewed by two of the authors and the most frequent replies identified and grouped in themes.
Results
Three hundred and forty-five questionnaires were returned from the health units, giving a response rate of 74.5%. Two questionnaires were withdrawn from analysis as the respondents had no previous or current experience with the clinical education of physiotherapy students. Thus, 343 questionnaires were analysed.
Stiller et al: Clinical education of physiotherapy students in Australia: Perceptions of current models
The majority of the 343 respondents were from the eastern states of Australia and were currently employed by a teaching hospital as a senior work unit physiotherapist or senior clinical physiotherapist (Table 1) . Virtually all respondents had both previous and current involvement in clinical education (Table 2) , with the current involvement mainly direct in nature. The most common model of clinical education previously and currently encountered was the SR model (Table 2) . A higher classification or remuneration in recognition of the clinical education role was reported by 31.5 and 21.0% of respondents using the DCE and SR models respectively.
The perceived advantages and disadvantages of the models of clinical education are shown in Figures 1 and 2 . The breakdown of replies when respondents were asked which model of clinical education was superior overall is as follows: 51% preferred the DCE model, 18% preferred the SR model, 29% were unsure, and 2% did not answer. A further analysis was performed to determine if health unit respondents who had experienced both models of clinical education (n = 125) replied differently from those who had only experienced one model of clinical education (n = 218). No significant difference was seen between these two groups (chi-square, p = 0.30).
Finally, when invited to make any other comments regarding the clinical education of physiotherapy students, 127 (37.0%) of respondents provided comments. The need for adequate support (e.g. close liaison with university staff) and funding (e.g. for employing additional staff, higher remuneration or classification) was the most common theme, with 68 of the 127 respondents (53.5%) raising this as an issue. Selected comments from all states that were typical of those received have been quoted directly in Table 3 .
Discussion
This study found that the SR model was the most commonly used method of delivering clinical education to Australian undergraduate physiotherapy students in 2003. However, overall, respondents preferred the DCE model to the SR model, with the perceived advantages of the DCE model including increased time to devote to clinical education, more consistent supervision and assessment of students, and decreased stress levels for staff.
While the sampling process for this study sought to include as many physiotherapists involved in clinical education as possible, those working in private practices were not included due to their relative inaccessibility. It is acknowledged that the subjects who participated may represent those with the most interest in clinical education and thus may not be representative of the entire population of physiotherapists involved in clinical education.
Even though most universities and health units currently use the SR model, almost three times as many respondents considered the DCE model to be superior to the SR model. Given that health units provide virtually all of the clinical education for Australian physiotherapy students, this is an important finding that should not be ignored. While this survey has provided insights into the perceptions of physiotherapists in 2003 concerning the advantages and disadvantages of the models of delivering clinical education to undergraduate physiotherapy students, the most effective and efficient model remains to be investigated prospectively. Most health unit staff have responsibilities that include their patient loads, administration, quality activities, research and clinical education. While all these responsibilities are important, they compete directly with each other for priority, often in an environment of escalating service demand without additional resources. This survey has identified the discontent felt by some health unit staff with current arrangements and resources for clinical education (see Table 3 ). Further research could be undertaken to investigate more fully the reasons for this discontent. The quality of clinical education, physiotherapy graduates, and patient care may be affected adversely unless the profession fights concertedly for a funding model that accommodates these multiple roles satisfactorily.
